SPI-B: Increasing adherence to COVID-19 preventative behaviours among young people 


Executive summary 
This paper was commissioned by CO communications colleagues to focus on how messaging and 


other techniques can be used to promote adherence in young people. 
Background 


° Recent data indicates that ‘complete’ and ‘majority’ compliance with COVID-19 
preventative behaviours, e.g. social distancing and staying at home, is substantially lower 
and declining among those aged 18-29 years compared to older groups (1). Data suggest 
that young people may have strong motivation to adhere, but this is undermined by lack of 
trust in government and lack of clear information. 


° Ability to adhere will be affected by employment, education, and housing 

status. Young people are more likely than adults to work in occupations with high numbers 
of social contacts, and with less recourse to sick pay, which may undermine their motivation 
to seek testing and ability to isolate in response to symptoms (9). 


e Universities and colleges also expose young people to very large numbers of social 
contacts. Young people are more likely to live in all-adult, crowded, multi-occupancy housing 
often with poor ventilation which may further contribute to rapid transmission. 


Recommendations 


General considerations 
° To increase impact, communication strategies which are aimed at changing 
individual behaviours should be complemented by practical interventions in institutions and 
the surrounding environment e.g., universities should be required to shift to remote learning 
immediately, and schools should distribute free face coverings. Communications 
interventions aiming to change individual behaviour will, on their own, have limited impact. 


° Young people asked to isolate or stay at home should be provided with good 
financial and other support e.g. free mobile phone data, streaming and gaming. For more 
information please see: https://www.gov.uk/government/publications/spi-b-impact-of- 
financial-and-other-targeted-support-on-rates-of-self-isolation-or-quarantine-16-september- 





2020 


e Wellbeing in young people may impact their ability to adhere. Online, NHS and 
settings-based interventions to support young people’s mental health and wellbeing should 
be increased. 


e A greater proportion of young people than adults are members of Black, Asian and 
Minority Ethnic (BAME) communities, ONS data indicates that members of these 
communities are more likely to live in multi-generational households and in crowded, 
poorly ventilated housing (11, 12). Interventions which ensure that employers and 
educational institutions support preventive behaviours and which address barriers to 
adherence associated with ethnicity are therefore likely to be important. 


How to Message 


e All communications interventions, whoever the target, should 
be appropriate and accessible for young people. 


e Communications should draw upon social norms of effective adherence by 
emphasising what other peers are doing (descriptive e.g. your peers are switching to 
socialising online) and approved perceptions of behaviours (injunctive e.g. your peers 
think you should start socialising online) 


e Communications should only target young people when generic communications are 
not sufficient or appropriate. Communication interventions that explicitly target young 
people risk defining them as the problem and thereby 

alienating them. When targeted, interventions may not need to refer explicitly to young 
people. 


e Targeted communication interventions may need to segment audiences by 
characteristic (e.g. age, gender, region). 


e Communications targeting young people should where possible be delivered by 
trusted, non-governmental sources e.g. charities, celebrities, sports clubs, commercial 
brands. 


e Interventions should include online and face-to-face (where possible) peer 
education. Mass and social media campaigns should use young people’s voices and 
be co-produced and piloted with young people. 


What to message 
e Interventions should provide clear information to educate and 
therefore enable positive behaviours. e.g. how to wear masks, how to distance in 
specific situations, how to persuade peers to adhere, how to socialise in smaller groups. 
These should be supported by prompts (e.g. posters, signs) in relevant settings. 


e Interventions should provide accurate information on short-term and long-term 
consequences e.g. long Covid, risks to loved ones. 


e Communications should avoid giving visibility to non-adherence or suggest the 
ineffectiveness of preventive behaviours. 
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Evidence on adherence and influences on this 


In terms of behaviour, recent data from the Covid-19 Social Study indicate 

that ‘complete’ and ‘majority’ compliance (categories reflecting adherence across behaviours such 
as social distancing, staying at home) is substantially lower and declining among those aged 18- 

29 years compared to older groups.(1) Polling by Ipsos Mori and the Health Foundation in July 
reported that young people aged 18-24 were more likely than older groups to agree that people 
were not following the guidance on: staying at home and self-isolating when they have symptoms; 
staying safe outside the home, for example social distancing; visiting places such as pubs, shops 
other public gatherings; and who and how many people they can meet with. However, a survey by 
YouGov in May indicated that young people age 18-24 with Covid19 symptoms were more likely to 
report not going out and reported fewer outings than older people.(2) Young 

people generally report higher numbers of contacts than older adults.(3) Although we do not have 
data on this, we think they are also likely to socialise in larger groups, potentially facilitating super 
spreader events. Young people may also be more likely to engage in physical contact in social 
interaction than do adults. 


Adherence may be affected by trust in government.(4) Polling by YouGov in September 

indicates that around 60% of young people (age 18-24) support the government’s measures 

for handling the pandemic, the lowest of any age group.(5) Recent data from the COVID-19 Social 
Study also suggest that young people age 18-24 have the lowest levels of confidence in the 
government's response.(1) YouGov polling in September suggests that young people were more 
likely than older people to oppose reopening pubs, shops, universities and schools, to oppose 
relaxation of rules on different households meeting, and to oppose Eat Help to Help Out and 
encouraging people to return to work.(6) Polling by Ipsos Mori and the Health Foundation in July 
reported that there were some topics for which younger people were less likely than older 
participants to agree that official guidance was clear such as staying safe outside the home, social 
distancing, visiting places such as pubs and shops, and attending public gatherings. These data 
suggest young people may have strong motivation to adhere but this is undermined by lack of trust 
in government and lack of clear information. 


Young people’s capability and motivation to adhere might also be affected by their wellbeing. ONS 
data indicate that those aged 16-39 years are more likely than older people 

to be experiencing depression during the pandemic, with around a third reporting moderate to 
severe depressive symptoms.(7) However, young people report lower levels of anxiety than older 
adults.(8) The Covid-19 Social Study reports that those age 18-24 are more likely to report loneliness, 
self-harm or financial stress, and less likely to report happiness or life satisfaction than older 
groups.(1) Interventions might more successfully promote adherence if there are also interventions 
to address these issues and promote mental wellbeing. 


Ability to adhere will also be affected by employment, education and housing status. Young people 
are more likely than adults to work in occupations with high social contacts, and with less recourse 
to sick pay, which may undermine their motivation to seek testing and ability to isolate in response 
to symptoms.(9) Universities and colleges also expose young people to very large numbers of social 
contacts. Young people are more likely to live in all-adult, crowded, multi-occupancy housing often 
with poor ventilation which may further contribute to rapid transmission.(10) A greater proportion 
of young people than adults are members of Black, Asian and Minority Ethnic (BAME) communities 
who are more likely to live in multi-generational households and in crowded, poorly ventilated 


housing.(11, 12) Interventions ensuring that employers and educational institutions support 
preventive behaviours and which address barriers to adherence associated with 
ethnicity are therefore likely to be important. 


Evidence on interventions to promote COVID-19 preventive behaviours 
We sought articles or reports fitting the following inclusion criteria: 


e Population: young people including adolescents age 10-19 years and youth age 15- 
24. 

e Intervention: communications campaigns and other interventions addressing COVID- 
19 preventive behaviours. 

e Comparator: external comparators, before/after baselines or non-exposed 
individuals. 

e Outcomes: capabilities, opportunities, motivations and behaviours in relation 

to distancing, hygiene, mask wearing, engagement with test-trace-isolate (TTI) systems, 
reporting contacts, and adherence to quarantine or isolation. 

e Design: RCT, controlled before/after, interrupted time series, before/after, cross 
sectional, qualitative. 


We searched PubMed on 7/10/20 using the following terms: (Covid* OR SARS-CoV2 OR Corona* 
OR 2019-nCoV) AND (adolescent OR youth OR young OR teenage*) AND 

(communication* OR messag* OR campaign* OR distancing OR hygien* OR wash* OR mask OR face 
cover* OR quarantin* OR isolat* OR adher* OR contact 

trac*) AND (evaluat* OR effective* OR impact). We also contacted members of WHO- 

coordinated Maternal, Newborn, Child and Adolescent Health COVID-19 Research Network for 
suggested literature. This combined strategy retrieved 1,821 references of which all 

but 11 were excluded on title/abstract, of which all but two were excluded on full report.(4, 

13) These two papers did not report on the effectiveness of interventions but did provide 
information, respectively, on how young people perceived communications interventions, and how 
adherence was associated with views on measures. 


The first study involved qualitative research with a young people’s health forum in London 
comprising 15 adolescents age 11-18 years.(13) It explored their experience of the pandemic and 
accompanying interventions. Participants reported that young people should receive the same 
comprehensive information as everyone else but messages should avoid complicated wording, and 
lengthy and confusing content. They commented that many interventions provided overwhelming 
and confusing information, with inconsistencies between official information and that available on 
social media, the latter often including fake news. Participants said that young people wanted to be 
involved in co-producing, rather than being passive recipients of, messages. Many were keen for 
young people to play a more active role in responses and rebuilding for the future. 


The second study examined whether secondary school students in Oslo reported adherence 

to infection control rules and what factors influenced this.(4) The study was undertaken from 23 
April to 8 May 2020. At the start of the study, the schools had been closed for six weeks and had 
switched to home teaching. Strong restrictions had been placed on social interaction. Most young 
people reported that they always or to a large extent adhered to the rules for hand washing (84%), 
not shaking hands/hugging (74%) and avoided large groups (73%). Fewer reported adhering to 
guidance on physical distance (50%). Trust in the government (80%) and health authorities (92%) 
was high and this was associated with adherence, as was being female and of immigrant 
background. 


The search also identified two commentaries which, though not meeting our criteria, provided 
useful insights. Efuribe et al(14) argued for young people to be involved in co-producing and 
implementing preventive measures, citing evidence that youth engagement can benefit health and 
well-being.(15) Abbot et al(16) argued that interventions targeting young 

people should motivate adherence by emphasising the severe consequences of passing on COVID-19 
to vulnerable loved ones, citing evidence that adherence is associated with sense of social 
responsibility.(17) The paper also suggested that there has been insufficient emphasis on the self- 
efficacy and skills needed to implement preventive behaviours such as social distancing. Abbott et 

al argue that interventions should depict and describe how to maintain distancing in different 
settings frequented by young people. Finally, the authors recommend that interventions should 
meet young people “where they are” in terms of what information they need, preferred visual style 
and language, and appropriate communication media, and to achieve this via formative research and 
co-production. 


Insights from broader theory and evidence 


Given the paucity of evidence on what works to promote adherence to COVID-19 preventive 
behaviours, we should also learn from broader evidence and theory on young people’s behaviour 
and interventions to change this. 


Insights plications Examples 
Young people choose how to Interventions should address [Better financial support provided to 
behave but in a context of structural barriers to hose asked to isolate who do not 
Structural constraint and dherence to preventive have recourse to sick pay. 
inequality.(18) measures. Face coverings provided free of 
harge in settings relevant to young 
people e.g. schools. 
Interventions should be Interventions ensure that language, 
delivered equitably. echnology etc. are not barriers to 
dherence among the most 
disadvantaged or marginalised. 
Young people are more oriented |nterventions should provide Streaming and gaming services 
towards immediate experiences |short-term rewards for provided free to those asked to 
and rewards than long term : isolate. 
consequences.(19) oung people thanked for their 
ontribution to preventing 
ransmission. 
Interventions should provide |Interventions provide accurate 
accurate information on information on potential short-term 
short-term risks. onsequences for young people e.g. 
harm to loved ones, long COVID. 





Young people engage in Interventions should present [Formative research explores the 
risk behaviours not merely adherence as something meaning of adherence and non- 


because of deficits in knowledge important in terms of one’s 
or attitudes, but because these sense of meaning and 

risk behaviours are imbued with |identity. 

meaning important for one’s 

identity.(20) 


Young people are strongly Interventions need to enable 
oriented towards maintaining safe engagement with peers. 
Status and belonging in their 

peer group.(21) 


dherence to people, and uses this 
o make interventions more focused 
on the key motivations. 
Interventions emphasise collective 
identity, building back better, 
airness and care for others 
as key motivators. 
Mobile phone data provided free to 
hose asked to isolate to enable 
social media interaction. 


Interventions recommend safe ways 
of staying connected. 


Interventions should promote|Interventions provide accurate 


are for one’s peers. 


Interventions should 
encourage young people to 
other age groups and take more help their peer group adhere. 
risks when they are with 
peers.(19, 22, 23) Interventions should help 
oung people make plans for 
maintaining adherence when 
among peers. 
Young people will tend to Interventions should raise 
assume those with shared awareness of risk of infection 
identities present less risk of among friends. 
infection(24) 


Interventions which aim to Interventions should aim to 
change young modify environments, 
people’s behaviour generally institutions and distribution 
have small effects; interventions lof resources not 

may be more sustainable and merely change individual 
effective when they also address behaviour. 

structural, environmental and 

financial factors.(25-27) 

Interventions may be more Interventions should use 
acceptable and effective when ppropriate segmentation 
they appropriately segment their while avoiding divisiveness 
audience rather than treating and not eroding overall sense 
this as monolithic.(28) of collective identity. 


information about risks to young 
people and motivation to care for 
one’s peers. 
Interventions present examples of 
oung people positively influencing 
peers’ decisions to adhere to 
specific local measures. 
Planning guides address refusal and 
own judgment when peers engage, 
or suggest engaging, in risk 
behaviours. 
Interventions provide accurate 
information about examples of 
lusters of infections among 
riends and intergenerational 
household members. 
Interventions mandate universities 
o switch to remote learning, 
and provide and mandate face 
overings in schools. 


Interventions do not make 
generalisations about the 
behaviours and circumstances of 
groups such as university students. 
Interventions define who is the 
arget group for each intervention 
(e.g. school children, young 
orkers) and whether there is a 
need to segment by gender, region 
etc. within this, considering what 
are the target behaviours and 
messages for each segment. 





Interventions targeting young [Interventions should avoid |Interventions and spokespeople 
people may have harmful presenting young people as_favoid presentation of young people 
paradoxical effects when they he problem. as the problem, instead presenting 
reinforce group stigma or ases of young people’s adherence 
negative behaviours.(29) and care for others. 

Interventions are not presented as 
argeting young people if a generic 
pproach is appropriate. 

Even when interventions are 
argeting young people, they may 

not need to refer explicitly to young 

people. 
Interventions should avoid ĮPress teams work to ensure media 
increasing the visibility of risk avoid presentation of 
behaviours and normalising junrepresentative non-adherence. 
hem. 





ommunications and Spokespeople emphasis the success 
interventions should avoid of the population’s behaviours even 
implying that preventive if more is needed. 
behaviours are ineffective. 
Interventions may be more Interventions should focus on |Interventions focus on correct mask 
appealing and effective when behaviours to enact rather earing, hygiene etc. 
they promote positive han avoid. 
behaviours rather 
than avoidance of negative 
lones.(30) 
Interventions delivered by peers |Interventions should include |Interventions train young people to 
and/or addressing peer hose delivered by peers and þe peer educators in schools, 
influences are effective across a jaddressing peer influences ontcolleges, work, informal settings and 
range of risk behaviours such as behaviour. Social media. 
Smoking, sexual health and drug 
use.(31-33) 
Interventions co-produced with Interventions should be co- Agencies such as National Children’s 
young people are likely to be produced with young people [Bureau or Association for Young 
more acceptable, feasible and People’s Health are engaged with to 
leffective.(34) o-produce interventions. 
Interventions which enable Interventions should Interventions recruit young people 
young people to act as change empower young people to be jas community champions and as 
agents can be particularly hange agents in their peer family educators. 
acceptable and effective.(35, 36) groups and communities 


Recommendations 


1. Communications interventions aiming to change individual behaviour will, on their own, have 
limited impact. These must be complemented by interventions that ensure 

institutions, environments and provision of financial and other support can enable preventive 
behaviours. For example, universities should be required to shift to remote learning 
immediately, and schools should distribute free face coverings. 


2. Communications interventions that explicitly target young people risk defining them as the 
problem and thereby alienating them. Spokespeople should thank young people for their sacrifices 
and contributions. Communications should only target young people when generic communications 
are not sufficient or appropriate. Even if targeted, interventions may not need to refer explicitly to 
young people e.g. they can refer to the importance of protecting peers without indicating that this is 
only an issue for young people. Where interventions do target young people, they may need 

to segment audiences by characteristics (e.g. age, gender, region). All communications interventions, 
whether generic, whole-population or targeted to young people, should be appropriate and 
accessible for young people. Communications should emphasise descriptive (e.g. your peers 

are switching to socialising online) and injunctive (your peers think you should start socialising 
online) social norms of effective adherence. Communications should avoid giving visibility to non- 
adherence or suggest the ineffectiveness of preventive behaviours. 


3. Communications targeting young people should where possible be delivered by trusted, non- 
governmental sources e.g. charities, celebrities, sports clubs, commercial brands. Interventions 
should include online and face-to-face peer education. Mass and social media campaigns should 
use young people’s voices and be co-produced and piloted with young people. 

4. Interventions should provide clear, authoritative information, and build self-efficacy and skills to 
plan and enact specific positive behaviours e.g. how to wear masks, how to distance in specific 
situations, how to persuade peers to adhere, how to socialise in smaller groups. These should be 
supported by prompts (e.g. posters, signs) in relevant settings. Interventions should provide accurate 
information on short-term consequences e.g. long Covid, risks to loved ones. Formative research 
should be conducted about the meanings and motivations of adherence and non-adherence among 
young people, to inform communications e.g. building back better, equity and fairness. 


5. Online, NHS and settings-based interventions to support young people’s mental health 
and wellbeing should be ramped up. 


6. Young people asked to isolate or stay at home should be provided with good financial and other 
support e.g. free mobile phone data, streaming and gaming. 
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